. These types are distinguished by the descriptive classification used here:
GRANULOPAPULAR LESION (Fig. 1 ) This lesion was seen in seven patients. The small bowel mucosa was coarse, friable, and diffusely granular, much like the picture seen in mild ulcerative proctitis. Tiny papules and superficial erosions punctuated the granular mucosa. The involvement was uniform and exitended over variable lengths of bowel. The mucosal folds were grossly thickened but peristalsis and distensibility were normal. In six of the seven patients the endoscopic biopsy was positive. Only one case was malignant.
NODULOPOLYPOID LESION (Fig. 2 ) This was the picture in six patients where submucosal projections varying in size from 2-10 mm were visibly covered by normal-looking mucosa. The bowel involvement was patchy and irregular. Involved segments were rigid, and peristalsis in these segments was poor. Superficial mucosal biopsy was often negative but, when several bites were obtained from the same spot (caving the submucosa), the chances of positive results became high. Four of our six patients had positive endoscopic biopsies, three of them were benign.
ULCERATIVE LESION (Fig. 3 obtaining the specimen blindly from a normal distal bowel segment or, when the disease was patchy, it was taken from a healthy 'skipped' area.
During a period of four years we have used upper gastrointestinal endoscopy and endoscopic bi'opsy in 29 pa,tients suspected of having IPSID. Four main types of intestinal lesions were encountered in these patients. Though not characteristic of the disease these lesions can be considered pathognomonic, especially in Middle Eastern countries where IPSID is endemic and Crohn's disease is rare. As yet we have not seen such lesions in other diseases of the proximal small bowel except in adenocarcinoma of the duodenum and the periampullary region; but, then, the clinical and the radiological pictures are quite different from those of lymphoma.
Of the 29 patients so examined, only three had no visible endoscopic lesions. At laparotomy the diseased bowel in those three patients was distal to levels reached by the endoscope. Thus, on the basis of endoscopy alone, lymphoma was diagnosed in 24 of the 26 patients (92%) with visible lesions.
Not only was the morphology of the lesions at endoscopy of value in the diagnosis but other directly obtained information was also equally important. The peristaltic activity of 'the bowel segmenlts and the degree of distensibility of the bowel wall added new dimensions to the morphological appearance of the mucosal lesion because they reflect changes beyond the surface mucosanamely, the muscularis mucosae, the submucosa, and probably the nerve plexuses. In our experience, whenever poor peristalsis and rigidity are encountered, a malignant stage of the disease is invariably present.
The greatest value of endoscopy in IPSID depends, perhaps, on obtaining the biopsy under direct endoscopic guidance from the desired site or lesion. As the main pathological changes of IPSID are reflected in the lamina propria, an adequate biopsy specimen should contain that portion of the bowel. The endoscopic biopsy forceps that are available at presen't are fairly good for that purpose, though not ideal. Upper gastrointestinal endoscopy in general is an easy and a safe procedure requiring on the average 7-10 minutes to perform, a much shorter time than peroral capsule biopsy. When skilfully done, it offers a diagnostic method that has a much lower morbidity than laparotomy and with a greater reliability and selectivity than blind peroral capsule biopsy.
Where the biopsy result reveals a malignant stage of the disease the need for a staging or a diagnostic laparotomy is either lessened or totally cancelled, depending on the institution's policy of therapy. Eleven of our 29 patients (38%) fell into this category. In Where the intestinal biopsy reveals a normal histology in spite of visible endoscopic lesions or abnormality, one or two more attempts of the whole procedure may prove fruitful. Should these remain persistently negative, especially in the presence of an infiltrative type of lesion, then capsule biopsy should be tried before a decision for laparotomy is undertaken. In our experience, it is this lesion-and to a lesser extent the nodulopolypoid type-that are least likely to yield positive histological results, yet, they are invariably malignant.
In conclusion, upper gastrointestinal endoscopy and endoscopic biopsy, if used expertly, would greatly help in the initial diagnosis of IPSID, save the majority of patients the risk and morbidity of laparoitomy, and offer a good reliable means of follow-up for those with either malignant or benign disease. The classification suggested in this report may be of diagnostic, therapeutic, and prognostic value. 
